In the last decade, increased attention has focused on advancing palliative care in the U S. An aging population, the changing trajectory of chronic illness, advancements in high technology support systems for patients with respiratory and cardiac failure, seriously contested limitatio ns in healthcare resources and the issues of patient autonomy and a patient's right to a dignified death have contributed to a national dialogue to improve palliative and end-of-life care. Two and a half millio n Americans die each year and major studies have identified significant barriers to appropriate, humane, compassionate care. N umerous factors have hindered efforts to improve the experience of dying for patients and their families including deficiencies in our healthcare system, serious weaknesses of our education of healthcare professionals and major inadequacies in our knowledge of the course, treatment and outcomes of dying patients and their families. M any of these issues were identified in the pivotal Study to U nderstand Prognoses and Preferences for Outcomes and R isks of Treatment (SU PPORT). 1 This two-phase study of almost 10 000 patients in five major U S hospitals revealed that patient and family communication with healthcare professionals about care at the end of life was poor, the cost of care depleted some families' life savings and 50% of patients experienced moderate to severe pain in the last three days of life. Interventions to address these issues were not successful. Population-based survey data of Americans concur with the observations in this study. 2 Only 50% of Americans think that the U S healthcare system does a good to excellent job of involving patients and families in major decisions about care, less than 50% believe that symptom control is adequate and less than 40% believe that the system does a good or excellent job in preserving a patient's dignity.
Inadequacies of care have also been identified in the care of dying children. Wolfe et al. , from an interview study of parents of children who died of cancer, showed inadequate symptom control and increased suffering in children at the end of life. 3 Also, there are significant disparities in care ranging from limitin g access to adequate pain management and access to hospice services suggesting a need to address these as systemic problems in the U S healthcare delivery system.
Sin ce 1997, the Institu te of M edicine of the N ational Academies of Sciences has issued three reports supporting palliative care for adults and children and issuing a separate report on cancer patients. 4 6 All three reports identify the serious limita tions in care and provide a series of evidence-based recommendations. The importance of these reports are that they have provided a blueprint for a way forward and serve as the critical technological review of both the need for and evidence to advance palliative care in the U S. They are also importantly providing both the symbolic language and insightful policy recommendations to spearhead significant changes in healthcare policy and service delivery. The Institu te of M edicine's first report, issued in 1997 entitled`Approaching D eath' indicted healthcare professionals lack of knowledge and education as one of the major barriers to improving end-of-life care. 4 Significant gaps in biomedical, social science and health services knowledge were identified with a call for research to guide policy change. The report offered seven recommendations decision makers could implement to address the significant organizational, economic, legal and educational impediments. A second report issued by the Institu te of M edicine from its N ational Cancer Policy Board in 2001 called for the need to integrate palliative care into cancer care from diagnosis to death. 5 The report focused particularly on the needs of cancer patients and was encouragingly called`Improving Palliative Care for Cancer'. The report both respects and honors the advances that have occurred to date in pain and symptom management in cancer care but it strongly argues for the need for further action to be organized, catalyzed and institu tionalized by the N ational Cancer Institu te and through a wide range of government and non governmental agencies. The 10 recommendations range from a specific call for centers of excellence in cancer centers to a broader recommendation for education of oncology healthcare professionals. M oreover, the report emphasizes the concept that availability and emphasis on symptom control, psychological distress and quality of life of patients should not be an either/or issue in a quality cancer care system. Currently, because of both hospice benefit restrictio ns and a cancer care delivery system focused on cure, Americans are too often forced to choose between either aggressively fighting their cancer or having good symptom control and other aspects of palliative care: it has not been possible in general to combine the two.
A third report issued in 2002 entitled`When Children D ie' is a hard hittin g document that stresses a theme that . . . too often, children with fatal or potentially fatal conditions and their families fail to receive competent, compassionate and consistent care that meets their physical, emotional and spiritu al needs' 6 . Again, 10 recommendations provide a framework for policy by emphasizing the special and unique issues children with life-threatening illness and their families face. Parallelin g these academic reports and, in part, in response to them, has been a major effort to expand professional education and training. The American M edical Association with support from the Robert Wood Johnson (RWJ) Foundation developed an initiative to ensure that practicing physicians are equipped with knowledge and skills to care for the dying. U sing a`trainthe-trainer' model, the Education for Physicians in End of Life Care curriculum (EPEC) has been widely disseminated and is Internet available for use by healthcare professionals throughout the world. 7 A comprehensive national nursing educational programme, the Endof-Life N ursing Education Consortium (ELN EC), has simila rly developed a core of expert nursing educators to widely disseminate the curriculum to nurses and expand nursing knowledge. 8 To further support such continuing medical education programmes in palliative care, 17 subspecialty academic societies along with the Joint Commission on the Accreditatio n of H ealthcare Organizations have adopted policies to include palliative care definitions, courses and guidelines to address the needs of dying patients within their subspecialty expertise. 9 Recent monographs in palliative care by critical care experts and neurologists as well as published recommendations for medical subspecialty curriculum and medical school curricula are evidence of the expanding broad interest. 10 12 At a government level, the Veterans Administratio n (VA), who are in charge of healthcare delivery for the milita ry and under whose care one in seven Americans die, has developed a VA Faculty Leadership Project with a curriculum to be used in training physicians in residency, as well as support to a palliative care fellowship programme within the VA training programmes. D r Weissman at the U niversity of Wisconsin has assembled a clearing house of educational material and resources (EPERC), which provides health care professionals with readily available teaching materials. 13 Weissman also directs a national effort to train the trainers to teach end-of-life care in residency programmes entitled N R ELEP. 14 Concurrently, the American Board of Internal M edicine has highlighted the need for residents in training to develop competency in end-of-life care.
There are also leading initiatives in medical schools with courses on pain management, palliative care and hospice clinical rotations with some published documentation of examples of useful assessment and implementation efforts. 15 Specific faculty development programmes at both H arvard and Stanford serve to further advance leadership training in palliative care for academic faculty programmes. The Project on D eath in America (PD IA) has funded 87 faculty scholars over the last eight years to serve as role model clinicians in their academic centres to lead the development and integration of palliative care in medicine and nursing. 16 PD IA has also developed a Social Work Leadership programme, funding over 42 academic and practice site social workers, to help ensure the multidiscip linary aspects are reflected through strong faculty leadership.
These examples briefly highlight some of the professional educational initiatives in the U nited States and present a dramatic advance and what might be considered a response to the call for action to address the need to educate healthcare professionals in palliative care. At the current time there are over 900 physicians certified in palliative and hospice care by the American Board of H ospice and Palliative M edicine and over 10 000 nurses certified by the H ospice and Palliative Care N urses Association. A recent workforce development assessment has pointed to a strong consensus for developing a subspecialty status in palliative care and the American Board of H ospice and Palliative Care M edicine is pursing such an approach.
M any of the new initiatives that have occurred over the last ten years have received support from both philanthropic organizations with some government support.
Both the RWJ Foundation and the PD IA have also attempted to address the needs of special populations such as prisoners leading to the development of national guidelines for the care of the dying in prisons and jails and initiatives to address disparities in end-of-life care for African Americans. Through the RWJ Foundation's Community-State Partnerships over 30 states have developed grassroots programmes to encourage public awareness and participation in discussions about end-of-life care. 17 Through the RWJ Foundations's Last Acts Campaign over 500 varied organizations are connected by an e-network and provide information important to the improvement of end-of-life care on a regular basis. 18 The future looks promising. There is increasing professional and public interest, and a growing leadership of healthcare professionals and a strong incentive for change. Yet policy and systems change, particularly for reimbursement, occurs slowly; however, the remarkable achievements to date provide tangible benchmarks to measure the integration of palliative care into our public health system. 
